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| An annual recertification survey and complaint

| investigation #31131 was completed on February

‘. 21, 2013, at Laure} Manor Health Care. No

] deficiencies were cited related to com plaint

L investigation #31131 under 42 CFR PART

482 13, Requirements for Long Term Care

Facilities.
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The facility must maintain clinical records on each
resident in accordance with accepted professional
standards and practices that are complete;
accurately documented, readily accessible, and
systematically organized.

The clinical record must contain sufficient
information to identify the resident, a record of the
' resident’s assessments; the plan of care and
services provided, the results of any
preadmission screening conducted by the State;
and progress notes.

This REQUIREMENT is not met as evidenced

by:

Rased on medical record review and interview,
the facility failed to ensure documentation of vital
resident information prior to and after dialysis for
one resident (#158) of forty residents reviewed.

The findings included:

Resident #158 was admitted to the facility with
diagnoses of End Stage Renal Disease, Diabetes
Mellitus, and General Weakness.
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Medical record review revesled no documenlatian
of the resident's weights or vital signs befare or
ofter dialysis clinic visits schadulad weekly for
Tuesday, Thursday, and Saturday.

Interview with Licensed Practical Nursa #1, on
February 21, 2013, at 9:35 am., at the South
nurses' station, confirmed the facillty falled to
enaure vital algns and weights were documented
bafore and after dialyss clinte visits.

l

A communieation form to ensure adeguate
Communication between facility and the
Dialysls center has been implemented for
Resldent # 158 and all other Dialysis Residents,

All other Residents recalving Dialysis services
Documentation was reviewed by Director of Nursing .

A meeting with facillty Licensed staff and The Dlalysls Clinic
Staff has been scheduled, by Director of Nursing,

ta facilitate and review the form that has been

established to assure that communication

between facility staff and Dialysis Staff is completed

for each Resident on each of the!r dialysis.

The Dialysis Center wilt fax the compieted form to the N
facility Certified Dletary Manager prior to the ,
resident leaving the Dlalysis center/ and return the original
cormpleted form ta the facility.

The pracess for communication between facility
Staff and Dialysis center wiil be evaluated weekly during
Our facility focus meeting, and monthly by the Director
Of Nursing during the Monthly QA meeting attended by
Administrator, Medical Director, Dietary Manager, and other
QA committee members,

March 21, 2013
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